. . . Want of competent original work is to my mind the worst symptom of torpor the asylums now present.' The words which Weir Mitchell' used to berate the asylum superintendents in 1894 can still be used in 1984, but, ironically, against the very people who had hoped to make asylums redundant, the espousers of community psychiatry.
A report by Hoult and others which helps to counter Weir Mitchell's criticism is described in this' and a previous issue3 of the Journal. The Australian study joins a few reports from England,4-5 USA6-8 and Canada9 which have evaluated a community treatment program and shown that seriously mentally ill people who are treated in the community have an outcome as good as or better than comparably ill patients treated in hospital.
The authors found that after one year the former had spent less time in hospital, had fewer symptoms on one measure (but not on two others) and that they and their relatives preferred that treatment program. The latter measure is not as naive as it sounds, given the disarray of other measures of social outcome.I0
However, the authors also found that after one year the patients treated in the community were no more independent economically than the hospital patients. Surprisingly, nothing is reported of changes in any pathologically dependent relationships in which the patients may have been enmeshed. Such changes are said to be an aim of the training in community living program" which the authors used as a model. Hoult et al. correctly play down the fact that community treatment was cheaper. Cheapness should not be the sole criterion for evaluating any treatment program. It was the desire for economy which helped to ruin 19th century asylums.
Their paper makes one wonder about the essential elements of the practice of psychiatry in the community. Like the Hydra, it appears to be a beast with nine heads. It seems to mean being available 24 hours a day via a telephone answering service, responding rapidly to a call for help, leaving the office or ward and going into the streets, recognising and manipulating the social forces which precipitate some psychiatric disorders and many hospital admission^,'^^'^ trying strenuously to avoid admitting the patient to hospital, continuing to offer care after the crisis is over, ensuring the same staff member follows the patient throughout, training relatives to let the patient try to survive by himself, and teaching the patient these survival skills, that is, how to talk, work, travel, budget, shop, cook, wash and groom. (It is assumed implicitly in this age of fierce individualism that to be able to do these things by oneself is a good thing).
It is just as important to try to specify what community psychiatry is not. It is not brief treatment, despite its use of crisis intervention, brief psychotherapy and short hospitalisation. On the contrary, the willingness of the community team to continue to offer help probably explains any superiority over hospital-based treatment, where 'aftercare' can be a synonym for benign neglect.
Nor has community psychiatry been shown to prevent psychiatric disorder .I4 In this century the only two disorders which have been prevented are those due to niacin deficiency and tertiary syphilis. Psychiatrists had nothing t o d o with the prevention of either of them.
Thirdly, although the principles of community psychiatry are clear and admirable, the ways in which they have been put into practice are The most charitable view of the American community mental health centre is that it failed to deliver the goods to those who needed them.16J7 There has been fierce argument about the worth of the British e q~i v a l e n t . '~~'~ The discharge willy-nilly of chronic patients has meant for many the exchange of a hospital bed for a prison cell.zo,21
Of the nine components of community practice listed above, that which is most argued about is the desire t o avoid admission t o hospital. Certainly, some patients who spend years in mental hospitals become passive, passionless and passerine, perching on the verandahs of the mental hospital.22 But as one describer of the social breakdown syndrome pointed out, its symptoms of withdrawal, self-neglect, dangerous behaviour, shouting, self-harm, failure to work and failure to enjoy recreation can clearly begin before the patient comes to hospital, since these symptoms are commonly invoked to justify admission in the first place.23 Furthermore, it is now clear that mental hospitals do not have a mortgage on the social isolation, institutionalism, pauperism, neglect and ill-treatment which mark the protected environment. They can occur anywhere, including the hostels and half-way houses used by some community teams. Patients living in the community are said to be crowded together in psychiatric ghettos,24s25 unemployment among the chronically mentally ill is commonplace,26 and their post-hospital lives are spent in social i s o l a t i~n .~~ Finally, some psychiatrists have questioned the ethics of treating a psychotic patient at home. They have asked, for example, whether the effect on a child of having a psychotic mother at home was worse than the effect of being taken into care because she has been admitted to hospital.28 Others have used the analogy that one does not treat a patient with malaria in the swamp in which he contracted his illness. Instead, a psychiatric patient is recommended an equivalent to Thomas Mann's magic mountain.29
An obvious retort to this is that society has a wider responsibility than ensuring that a malarial patient is admitted to a sanatorium and given chloroquine. The proper treatment of malaria means eradicating the mosquitoes and draining the swamps. At this point a psychiatrist needs a due sense of modesty about his ability to blow away the social miasmas around us. His community team may well alter the hostile emotions expressed by the close family of a schizophrenic, but they probably cannot abolish unemployment, poor housing or poverty without changing their careers. As Dunham" put it: 'If a psychiatrist thinks he can organise the community to move it towards a more healthy state I suggest that he run for some public office'.
After the jobation has died down between the proponents of community psychiatry and those of more traditional form of care, as it will when they realise they are not competing for business, then one fact will remain. Community psychiatry is nothing special. It is just the ordinary practice of good psychiatry. The particular approach of Hoult's team seems to work well. Now it is time to move away from evaluative studies and do some creative research: why does it work? Referenceca I .
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